U. S. Department of State
ER L0
MEDICAL EXAMINATION FOR
IMMIGRANT OR REFUGEE APPLICANT

OMB NO.1405-0113

EXPIRATION DATE: 05/31/2007
A EER I 2007 HE5 5131 H
ESTIMATED BURDEN: 10 minutes
SERERAERERS 10 S Bb
(Sce Py age 2 2 - Back of Form)

MR OOEREY & (W5 Z50)
Name (Last, First, Ml)
g, H) .
Birth Date (mm-dd-yyyy) SEX: Male Female
WAETER (A - H - Pegl. L1 ™ T
Birth Place (City/Country)
Photo A (%7 / [E5) /

Present Country of Residence Prior Country
SRS R G RREE
U S Consul (City/Country)
EAMFRTER (Bt / HE 5 /
Passport Number Alien (Cuse) Number
S e ST

Date (mm-dd-yyyy) of Medical Exam Date (mm-dd-vyyy) of Prior Exam, if any

ARG &R LI (H - H - F) QUG ET . B LR EHE (- -5

Date Exam Expires (6 months from examination date, if Class A or TB condition exists, otherwise 12 months) (mm-dd-yyyy)

REES R B (AR L& 12 T H - HHIEABA REETHEH . o 1) - H =)
Exam Place (City/ Country) Panel Physncnan (name)
TRROM S (i /165 / BRI (4EF

Radiology Services (name)

B AT (HF)

Lab (name for HIV/Syphilis/TB)

KIEAW (AL GIEEEER 7 /5515

Screenmg Slte (name)

RRGIERE (1 )

(1) Classification ( Check all boxes that apply):
A (TN TSI AT 2] )
No apparent defect, disease, or disability (See Worksheets DS -
FCHA B . BORERIE (L DS-3024 . DS-3025 FlIDS-3026 %)

3024, DS - 3025 and DS - 3026)

A B (A 22 5 FILRF A9 7T )
D TB, active, infectious (Class A, from Chest X- Ray Worksheet)
AIVERE L BRNE (RN X kR AT A R
Syphilis, untreated
fid o, ARIATT
Chancroid, untreated
BT AT
Gonorrhea, untreated
IR AT
Granuloma, untreated
HEWE TP 2. RIBTT
Lymphogranuloma venereum, untreated
WA . AT

L]

]
[]

OO0 Qn

WA

] Class A Conditions (From Past medical History and Physical Examination Worksheets)

Human immunodeficiency virus (HIV)

N G RBERT o

Hansen's disease, ltpromatous or multibacillary

IR RIS . R A A % TR RN

Addlctlon or abuse of spccnflc substancc without harmful behavmr

FREBLRETR & VIR OBSOEH] . R UCOIR TN

Any Physical or mental dm)rdcr (including other substance-related

disorder) with harmful behavior or history of such behavior likely

to recur

(Al Bl kR S« (0f% 45 TEM R S ) AT Dt Jysllile &

{09, BFEATIHE "ii‘f

* amphetamines, cannabis, cocaine, hallucinogens, inhalants, opioids,
phencyclldlnes sedative-hypnotics, and anxiolytics

AR KR W R BRG] SRR AR AEE,
FAER-fRIRZ R f}‘tf?.ﬁih’zﬁéﬁ

B &RTE (FRAEL 250 AR ZH A BT )
TB, active, noninfectious (Class B, from Chest X-Ray Worksheet)

See Section #4 on page 2 for TB trcatment details

ULEE 2 BUSS 4 DAL bR T TR

Syphilis, treated within last year

ta CHRERINRRE Y SR

Other sexually transmitted infections, treated within last year
HE M. —Hmsingid

L]
[

|| Class B Conditions (From Past medical History and Physical Examination Worksheets)

D Hansen's discase, prior treatment

BERG IREDME IS HeRE ORI X SRS A Ay BT ) WA DL T L
. o D C leted [j Hansen' s disease, tuberculoid, bordcrlmc or paucibacillary
preatment: [_J None partial Complete REIG. G5EAET. R a0 R
f 'Hi . N 5L SN L] Sustamcd, full remission of dddl(.ll()n or abuse of specific*
D TB, inactive (Class B2, from Chest X - Ray Workshwr) substances
bV AR AN PRI X AR AT T B2 2R S R ] SRR <R . LN
Treatment: None Partial D Completed D Any physical or mental disorder (excluding addiction or abuse of
RIT KBTI {8 53 5ERK SEIRIATY specific* substance but including other substance-related disorder)

without harmful behavior or history of such behavior unlikely to

recur

LA A PRECRS Wl 500 (A G AT ORI * PO RSB L (L TE 5
IICZLJ{#ZFIHA///LT WL AT RE S BT AR
g

* amphetamines. cannabis, cocaine, hallucinogens, inhalants,

b < . opioids,
D Cu;;ﬁgﬁ{pregn%n&iy, ri;m erofweeks pregnant phmcychdmu scddtlve hypnoucs and dn)gol tllgs
D Other (specify or give details on checked conditions from worksheets) JF LHH . ‘”I K/[*] ﬁg\% J} WA A k. JEER
WE (TRARIHEE A (RS T NS LK ) i “”? R 25
DS-2053 (formerly OF-157 Ll OF-157 %) Page 1 of 2
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(2)Laboratory Findings(check all boxes that apply):
RRERERR (BRI TR 5.
Syphilis: [ ] Not done
W Pt
Test name Date(s) run (mm-dd-yyyy) Negative Positive Titer 1 Notes &7+
T H I H 4 FR WEHB(A - H -4F) [ PR HRE

Screening i #x ] ]
ConfirmatoryffiiA O O

Treated If treated, therapy: Dates(s) treatment given (3 doses for penicillin)

fEE g WS RYY, PR ETHRITHE CRIGITFNETEE)

[ Yes [_] Benzathine penicillin, 2.4 MU IM

piis TEEEE2400 R, T
] No [] Other ( therapy, does ): E
4 He O A F
HIV: [ ] Not done
PG S 823 AR
Test name Date(s) run (mm-dd-yyyy) Negative Positive Indeterminate Notes £+
WA ZE | AR AM - 47 -4) 5k FH NE

Screening i £r ] U] ]
Secondary FAF ] ] ]
Confirmatory #fjiA | O I

(3) Immunization(See Vaccination Form, check all boxes that apply) Not required for refugee applicants.

Wik (ELAGLZALRE AT H7T5) . RARERE S .

[] Vaccine history complete
L2 58 g Al
[T Incomplete vaccine history, no waiver requested

RN, TRHESHLER

[J Vaccine history incomplete,requesting waiver (indicate tvpe below)
WERERIER, FEAMBER (ZUF L4 81055
[] Blanket waiver

Rrpprig e

[ Individual waiver

NNEHEE#RIHH

I certify that I understand the purpose of the medical examination and I authorize the required tests to be completed.

FRUERA T A BR2E R 2 H A ELA R A 58 BUSTE SR

Applicant Signature
LREP N2

Panel Physician Signature

Date(mm-dd-yyyy)
W o7 -4~/

(4) Tuberculosis Treatment Regimen
LRI R

(Fill out if applicant has taken in the past, or is now taking TB medication. If drug doses or dates not known or not available, m

ark "unknown" )

IR NE RSO TENZY, EHESA T NE. RN HEE R SRR B ST HI, AR <R )

[] Check if therapy currently prescribed (if current, don't mark "End Date")
R H BNER R ERTF T4 (NIEEIRIT AR SR A )

Medication Dose/Interval (i.e. mg/day) Start Date  (mm-dd-yyyy)

End Date

(mm-dd-yyyy)

2 M/ (i Z%/H) FIRBTRIHIE(A - H - 4)

[] Isonaizid (INH)
il

'] Rifampin

GiRGRITRIH

WMA-B-%)

FIRF
(] Pyrazinamide

lidt=Ji
] Ethambutol

ZEE TR

[_] Streptomycin
HEE

[] Other, specify
HAe, A

Applicant's weight (kg)
HIFAEE (A7)
Remarks £5%:

DS-2053

Page 2 of 2
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U.S. Department of State

* B H % B

OMB NO.1405-0113
EXPIRATION DATE: 05/31/2007

CHEST X-RAY AND CLASSIFICATION WORKSHEET FRAUMZE. 200755 H 31 H

ESTIMATED BURDEN: 10 minutes

B XtERENMER o % & SETR ARG HHEERT: 10 4

(See Page 2 - Back of Form)

For Use with DS-2053 Complete Sections 1 through 5, As Applicable (RE=50)

55 DS-2053 FKFHHEA RIBFHETHE 1 25 %9
Name (Last, First, M) Age
e (#, H) Fik
Birth Date (mm-dd-yyyy) Passport Number Alien (Case) Number
HAERM (H-H-1F) PIRSH MHES

1. Chest X-Ray Needed (mark all that a
DU RFHITIE X E0E (TEA BN T(I)
D History of tuberculosis (TB) disease
SRR
Contact with person with TB
W SESKR A\ A
(If child does not have any of the above, stop here)
(GERBRFEFIFEANRE LEHE AN FEHEL T/XM))

l:l TB signs of symptoms
SRR IRIESUEIR
Adult (with or without any of the other)
BN (HaiBEHE M LIER)

Linear, interstitial markings (children only)
FE. HFURRIE (HAFILE)

|:] Other (such as miliary findings)
Hith (FERTUREAER)

Remarks
#® T

2. Chest X-RaZ Findings Date chest X-Ray taken (mm dd—yy y)
i X era A A R Haas x YR B H %
D Normal finding
EERIEH
D Abnormal finding (indicate findings and interpretation, checking all that apply, and any other in table below)
LERSH (T F 57 16 SR E AR I T RR AT G316 i REFE )

[] Cansuggest ACTIVE TB [] Can suggest INACTIVE TB [ ] OTHER X-ray findings
(Need smears) (Need smears if symptomatic) HoAth X YEAT I
FEATE L% FIE AR SIS
(FHEEF R I E) (HHIERFRERHA)

D Infiltrate or consolidation D Discrete fibrotic scar or linear opacity D Follow - up needed
¥ sy BRI LR B 2R BRI I B i BBV
Any cavitary lesion Discrete nodule(s) without calcification D Musculoskeletal
(AT 22 R R0 BTER T Rs L WL B e
Nodule with poorly defined margins Discrete fibrotic scar with volume loss or Cardiac
RN ERIEETT retraction L
(Such as tuberculoma) BUERILTF AL H B A B A B st D Pulmonary
(Hz R Discrete nodule(s) with volume loss or S
Pleural effusion retraction Other
Mol B BUAE LS TRERAL HD & ROK B 1256 e
I:I Hilar/Mediastinal adenopathy D Other (Such as bronchiectasis) D No f?!lo‘?"up needed for
it TR 5 25 HE (4], BTk AT B

Pleural thickening, diaphragmatic tenting, blunt-
ing costophrenic angle, solitary calcified nodule or
gran-uloma or minor musculoskeletal or cardiac find-
ing B 3

Mo, FARREIKRGIE. MIRM S, BAifyES(L
BB P SF ER ROBL P BH R A O L e 3

3. Sputum Smears
D No, applicant has no signs or symptoms of TB and:
RFEORF - A RBEEWERAEE. W

D Yes, applicant has (mark all that apply):
TRGERHE FEAEG (TR AMERIC):

D Signs or symptoms of TB present, See Section 1
HESZAERAAIE, DE -5
X-ray suggests ACTIVE TB, See Section 2
BOEFHT RE RS, I8 8

[:l X-ray suggests INACTIVE TB, this is a Class B2/TB
X ERBEHFENEFEDIESEE, BT B2REH
D OTHER X-ray findings suggest follow-up needed after arrival, this is B Other
PR X JERTIL - BINEIEBEIGHY, BTHETEBR
D OTHER X-ray findings suggest no follow-up needed, this is No Class
A X ERT I, REIUEIEE G R . TR
X-ray Normal, this is No Class
XHHRERLREE, LRI
and smear results are:

WAL
Positive Negative Dates obtained (mm-dd-yyyy)
P FAtE BUgitR - (A/0/7%)

L] []
] []
] L]

DS-3024
12-2003

Page 1 of 2
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Sputum smear results and X-ray findings: Three smear results NEGATIVE and
TR R X WAL . ZRERREREREHE
At least one smear result POSITIVE and: [] X-ray Normal with
B — R RS XJEARE. H .
D Any chest X-ray finding, this is Class A/TB: il\g nsof symptoms resolved, this is No Class
y y & TR, TR
{EARIREE X YA 8 A R Signs or symptoms suggest follow-up needed after arrival, this is B Other
(Normal or Abnormal findings) HAESIER . @B EEER . 8Bt g
(IEH B %) ] X-ray suggests ACTIVE or INACTIVE TB, this is Class BI/TB
XA S E A IE s . IR B1 4hs5 i
OTHER X-ray findings suggest follow-up needed after arrival, this is Class B Other
AL X OEAT L. BN, B B %

4.[] No Class [] Class A/TB (L] Class B1/TB [] Class B2/TB [ ] Class B Other, follow-up needed

i &)l AR5 Bl i 45i% B2 ikt B # At 3. Fhfi 7
5. Follow-up Needed After Arrival [ ] No L] Yes If Yes, for [] Not TB condition [_] TB condition
HUZEE G S 1 & =3 B 23t RSSO LERRIE

{If yes, specify, condition below and on DS-2053; include additional tests, and therapy used with start and stop dates and any changes)
(WIRE - IE1E FEADS-2053 FHTEATHN . CFEHEMORE . BB 6T 898 IF H IR (L 150 )

Remarks
& I

DS-3024 Page 1 of 2

PAPERWORK REDUCTION ACT AND PRIVACY ACT NOTICES
STF AR HA R R AN ABSRAE: 2 A i

Public reporting burden for this collection of information is estimated to average. 10 minutes per response, includ-
ing time required for searching existing data sources, gathering the necessary data, providing the information
required, and reviewing the final collection. Persons are not required to provide this information in the absence of
a valid OMB approval number. Send comments on the accuracy of this estimate of the burden and recommenda-
tions for reducing it to: The U.S. Department of State (A/RPS/DIR) Washington, DC 20520.

FIXY AR ZORA PORLHE AT IS TS BOR SRR 22, (50T BB 10 b . SR AT
PESCHaR PR EE MBI EHRA TS, XE AT T M EIRE R EEE . S T2k 55
FiT i B Eﬂﬁgﬁgfﬁiﬁﬂ%*@W?}H’U*ﬁﬁﬁ%ﬁ?ﬂ@@i&( o ATERRN: R X, SEEESBERTB LY (A/RPS/
DIR), : 20520

We ask for information on this form, in the case of applicants for immigrant visas, to determine medical eligibility
under INA Sections 212(a) and 221(d), and, in the case of refugees, as required under INA Section 412(b)(4) and
(5). I an immigrant visa is issued or refugee status granted, you will convey this form to Department of Homeland
Security (DHS) for disclosure to the Center for Disease Control and the US Public Health Service. Failure to provide
this information may delay or prevent the processing of your case. If an immigrant visa is not issued or refugee
status is not granted, this form will be treated as confidential under INA Section 222(f).

PR REAEHE A RIBERETERGES, UETRITHEREAREHABRES
212(a)fll 221(d)3K 412(b)(H)FI(5)FHIIE LB K . WHEB RZIES R S0 a3 HME. X RS
2 5 [ [E] = % 80 USRI 07 B 5 40 60 0 T 42 o P L 2 ] T4 SR - 5 e SR AR A A RTRY, IR
?}’;iﬁﬁﬁg?&ﬁﬂﬁk%ﬂﬁ - % 0 R B BOME R B 10 R IR (R R RH5 MR BRI 0: 38 222.) 4 1 33K

B A o

DS-3024 Pa

S
e
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MEDICAL HISTORY AND PHYSICAL EXAMINATION WORKSHEET
E 2 %5 M5 4K KE X
5 DS-2053 F—RI{#i

U.S. Department of State
£ H E %k

For use with DS - 2053

OMB NO.1405-0113

EXPIRATION DATE: 05/31/2007
HRELAE: 20075831 H
ESTIMATED BURDEN: 35 minutes
SERR ARG 1T FERT: 35 43

(See Page 2 - Back of Form)
(WEZT) -

Name (Last, First, MI)

Exam Date (mm-dd-yyyy)

HE (#H) REHE (H-H-%)
Birth Date (mm-dd-yyyy) Passport Number Alien (Case) Number
HAERE (H-H-F) RS M5

No Yes
as =]

E]IE

oo
HEEEEN

oo O
oo O

OO0 O oggg
OO o ogg

[
L]

o2

Gene£ral
—RE B

D lllness or injury requiring hospitalization (including psychiatric)

BRI EIM (AR )

Cardiology
LHERIE

Angina pectoris
LEE
Hypertension (High blood pressure)
=]
Cardiac arrhythmia
LR
Congenital heart disease

SRR

Pulmonology
TR ER PRI

History of tobacco use
Uil

Current use D Yes

BT A 2
Asthma
Ear
Chronic obstructive pulmonary disease (emphysema)
VR IR ()
History of tuberculosis (TB) disease

DNO
B

2Rl
Treated [___I Yes D No
T 2 &

eh
Current TB symptoms D Yes D No
F i £S5 e IR P =

Neurology and Psychiatry
FRLEFIRE PR
History of stroke, with current impairment
PR, EEIRE
Seizure disorder
S
Major impairement in learning, intelligence, self care, memory,
or communication
TES) - B HHRET)  ICIZ SR A T T ™ S AR
Major mental disorder (including major depression, bipolar
disorder,schizophrenia, mental retardation)
VR NERS (2% ETHATAE , WAL R, W i 1 S00E , B /16003 )
Use of drugs other than those required for medical reasons
BT EEERAY
Addiction or abuse of specific* substance (drug)
R VIR (Z51) HCREEN A
* amphetamines, cannabis, cocaine, hallucinogens, inhalants,
opioids, phencyclidines, sedative-hypnotics, and anxiolytics
*ZIEEH. KK AT RE. R AR BH . B
FMLE. BE - HIRZATE RS
Other substance-related disorders (including alcohol addiction
or abuse)
SEMVIBEXIRE (FIF B )
Ever taken action to end your life

BAHERITH

No Yes
O 3

1. Past Medical History (indicate conditions requiring medication or treatment after resettlement and give details in Remarks)
(B TFIERE 5 I 75 BETHIE FM 67 IR IE R BRI H1E 3 IR 40 HE T4 5 )
Note: The following history has been reported, has not been verified b

T UM B AR, MARGEERTES . RRE R 2ER

y a physician, and should not be deemed medically definitive.

D D Ever caused SERIOUS injury to others, caused MAJOR propertyf

D D Pregnancy

damage or had trouble with the law because of medical conditioq
mental disorder, or influence of alcohol or drugs

KB - KPS . R AEHEERN. B9 AR
S =V Fa i PR b NGRS

Obstetrics and Sexually Transmitted Diseases
FERRR 00 K pm

Fundal height
1z BR&E
Last menstrual period Date (mm-dd-yyyy)
RIE—~WHEMH (A-H-4%#)

cm

D D Sexually transmitted diseases, specify

D000 Oooo

UDOUU gooO

PR TR

Endocrinology and Hematology
AL 73 L TR FHLHR 2R £ R0
Diabetes mellitus
REbRAA
Thyroid disease
AR AR
History of malaria
i3l Other
Hith
Malignancy, specify
AR TR
Chronic renal disease
1B PR
Chronic hepatitis or other chronic liver disease
ST 42 S HA1 18 M 55
Hansen's Disease
X

Tuberculoid
EERRE R

Paucibacillary

HEdg D

Treated Yes N

BIRTT = &

Visible disabilities (including loss of arms or legs),
AR (@A FAEE FAEERSE)
Specify
B2zt

D Borderline D Lepromatous

rhiE] ek g
Multibacillary
T B e e

OR
£

Other requiring treatment, specify

HAE BRI, T A

DS-3026
12-2003

Page 1 of 2
B0




2. Physical Examination (indicate findings and give details in Remarks)

I I I A O I I R

General appearance and nutritional status
SIEFIE 28 TR

Hearing and ears

BT 1 R WH

Eyes

THER

Nose, mouth, and throat (include dental)
B DRI (%A )

Heart (S1, S2, murmur, rub)

DHE (F1LE. F2L8, Fea. BEET)
Breast

FLAR

Lungs

Fi

Abdomen (including liver, spleen)

EER (E#EAT - A8)

N O I
DOoO0O0000OQdds

I (T ESLETHE IR, (5505 )

O ood

00

Genitalia (including circumcision, infection(s)

000
000Dz

[]

4% o (FEBRAT I I T8 1E P18 )
D No Yes  Applicant appears to be providing unreliable or false information, specify
% b FE ARk R 230 5 FOATER AL TR A W) & S LA R LA PERME IR, DR 1510
Height Weight Visual Acuity at 20 feet: Uncorrected L 20/ R 20/
5% cm k&\ kg 20 R FRER R H 75 20/ % 20/
BP mmHg) Heart rate /min Respiratory rate /min Corrected L 20/ R 20/
M/ ZXEE LE /5 B2 E B /7 FREMN F2o 20/
*N, normal; A, abnormal; ND, not done
IEH AIEH; EN
* N*

Inguinal region (including adenopathy)

BRI (S ARG )

Extremeities (including pulses, edema)

BEik (SRR IR B )

Musculoskeletal system (including gait)

MAERERG (A28

Skin (including hypopigmentation, anesthesia, findings
consistent with self-inflicted injury or injestions)

BRk (&EFVHENE Bithidk. AGRET
EGHRE)

Lymph nodes

WS

Nervous system (including nerve enlargement)

WL R (S WERPIA D)

Mental status (including mood, intelligence, perception,
thought processes, and behavior during examination)
WK (BRERFIMIEE . B it
HEERBAIT Y )

17\1':0
u
[]

Yes
7533

3. Additional Testing Needed Prior to Approving Medical Clearance
Hh [ A1 75 SISO DL g 12

D Physical examination or laboratory results contradict medical history

B I AL R 55 L T

Referral prior to departure if yes, provide results

WIRTELERTHZ T 2215, 80 E .

l:] D Referral prior to departure if yes, provide results

WRELEEZ T 212,

LEIRR

4. Follow- up Needed After Arrival

TG FERE
No Yes, within 1 week
E =, 1A

1
l:] For continuing medication, list type, dose, and frequency

THLRETIDATT . SILZPIRS] . FIRAIRRE

D Yes, within 1 month

=,

1TAR

[ ] Yes, within 6 months
& 6 AN

i,

D For continuing other treatment, specify

RARELEA AT . TR

|E (BRI LHE. KRR LIRISE)

5. Remarks (describe any abnormal history, abnormal findings, and resulting interventions)

DS-3026




For Use with DS-2053

U. S. Department of State
= H H %k

VACCINATION DOCUMENTATION WORKSHEET

woBy R Id % &

To Be Completed by Panel Physician Only 5 DS-2053 F—[H {#

PR LRI R

OMB NO.1405-0113
EXPIRATION DATE: 05/31/2007

gL

22007 WS H 3L

ESTIMATED BURDEN: 20 minutes
FERARRAL THFERT 20 43 8h

(See Page 2 -

(L.

Back of Form)

Name (Last, First, Ml)
s . H)

=Rl

Exam Date (mm-dd-yyyy)
(H—H—%)

Birth Date (mm-dd-yyyy)

AR A —H—F)

Passport Number

‘_:um_:J @

Alien (Case) Number
P i

1. Immunization Record

PRzl 5

Vaccine History Transferred From a Written Record

A5 TATIC SR TRy Hie T s B4 B T 2 e

(list chronologically from left 1o right)

(F0 I M2 )

Vaccine Given
by Panel

Vaccine
i

Date received
(mm/dd/yyvy)
wﬁ&m f1a]

- L - mu )

Date received
(mm/ &&\.«w«_\ﬂé

Date received
(mmidd/yyyy)
2 i )
A-H-#

Physician
(mm/dd/yyyy)

Date received
(mm/dd/yyyy)
2 0T (a]
iR-H-#E

PR ERY | o1 BE s
A [ W AT ARG E )
-

SR T AT
ki %EE

gyLIA

Completed Series(V if
completed, write
“VH™ if varicella
history. or write date
of lab test if immune)

BT 4R TEfS
T o o EEE AR

REQUIRED FOR U.S. IMMIGRANT VISA
APPLICANTS
ith SR [OEIE i A BEKR FE R %
NOT REQUIRED FOR REFUGEE APPLI-

CANTS

HE A BERSE R %
NOTE FOR PANEL PHYSICIANS:
FREAEEE.
For refugee applicants. please complete only if re-
liable vaccination gonE:Q: are available
TR ARER
EHA%EWH;&MJ?%‘

AT R T

Blanket Waiver(s) To Be Requested If Vaccination Not Medically

>vn3v:£n Check suitable waAmmv Below
BEATHE KRBT R IR (T TP

R IR T 25

wEw

e

=)

Not age
appropriate
LM....\/
ENET

Insufficient
time interval
Hit [A] [|]
B

Contrain-
dicated
HERE

Not routinely

available
Y RETN
HLHER

Not Fall(flu)
Scason

RESUN ")

DT/DTP/DtaP 1 E18%

Td WA

Polio (OPV/IPV)

G AT

T R R

Measles (or MR or MMR)
92 B MR BRRATIA)

Z:B? ( or MMR)
MR 28 CoftmpRER )

Rubella (or MR or MMR)
RIZ (8 MR SRREE )

Hib (Haemophilus
influenzae type b )
TRIE T B A

Hepatitis B 2B %

Varicella /Ki&

Pneumococcal
il 258 SR ]

DS-3025
12-2003

Page 1 of 2
F-




Influenza HITHERE

2. Results  £51f
_H_ Vaccine history incomplete
o+ O -
FH*E%?E_ - . 3. Panel Physician (name)
D Applicant may be eligible for blanket waiver(s) because ERESE (#E)

vaccination(s) not medically appropriate (as indicated above).
HIEABEE R ARG EEW A L)

Ol Applicant will request an individual waiver based on religious or moral convictions. Panel Physician (signature)

>
R A R i 2 B R A EREL (FH)
[ ] Vaccine history complete for each vaccine, all requirements met (documented above).
S ASERL T AT R ER (L) Date (mm/dd]yyyy)
] Applicant does not meet vaccination requirements for one or more vaccines and no waiver is requested. B (H-H-F)

R ANRSERATE RRER (G APEd. G FRER—FE 5 R

DS-3025 Give copy to applicant {F B HIEA
12-2003

PAPERWORK REDUCTION ACT AND PRIVACY ACT NOTICES
DaS S =t RN NSV NP (S ST

Public reporting burden for this collection of information is estimated to average 20 minutes per response, including time required for searching existing data sources,
gathering the necessary data, providing the information required, and reviewing the final collection. Persons are not required to provide this information in the absence
of a valid OMB approval number. Send comments on the accuracy of this estimate of the burden and recommendations for reducing it to: the U.S. Department of
State (A/RPS/DIR) Washington, DC 20520

FON R APAECR SR T IRIERT R TR ERIL R (T B R E200 8 . HRRAFECHE EEREMENEH RS TRIS, XX
>wm%jf,%mﬂwim%mim%? B o &I FrE BRI AT R RIS I IR AFRRE R A S TS FRERX, XEESHATEILAE
(A/RPS/DIR), : 20520

We ask for information on this form in the case of applicants for immigrant visas to determine medical eligibility under INA Sections 212(a) and 221(d) and as required
by INA Section 212(g)(2). If an immigrant visa is issued, you will convey this form to the Department of Homeland Security (DHS) for disclosure to the Center for
Disease Control and the Public Health Service. Failure to provide this information may delay or prevent the processing of you case. If your immigrant visa is not
issued, this form will be treated as confidential under INA Section 222(f).

BATE R KB R IE ARBERRATERINER . U THAEHiIE AR BT OB RER212() - NN:&%N_N@ QS_H%%% RS R IR 3K
LA, X RAECRIRC R E L2 28, DUEIRIRAYRE O e Boms 20 A DM SE E TLAE AR @R - ERIR R BR DR ATERE, AREY B S BT R HE IR
SR« IRBIRS R EAERIHAE . IRHI RIS PR Rk 3 222(0) R AV ECRIE N S A T b FE -

DS-3025 Page 2 of 2
#



